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The ideal way to deliver the baby of a diabetic mother would be for her to go into labour spontaneously at term and be delivered normally by the vaginal route. In the past, the main objections to allowing the pregnant diabetic to go to full term were: the occurrence of unexplained intrauterine death in late pregnancy; and the large size of the diabetic baby which led to difficulties in delivery. The importance of these two factors is borne out by the King's College Hospital perinatal mortality figures for the twenty years, [1951] [1952] [1953] [1954] [1955] [1956] [1957] [1958] [1959] [1960] [1961] [1962] [1963] [1964] [1965] [1966] [1967] [1968] [1969] [1970] (Table I) . Of 33 unexplained deaths, 25 were intrauterine deaths in late pregnancy and of 35 obstetric deaths, 9 were due to birth trauma, in every case associated with an abnormally large baby.
At the present time there is a question whether with more effective diabetic control, diabetic pregnancy could be allowed to proceed to full term. On balance, the answer to this question would seem to be 'no', because even with apparently close control, occasional late intrauterine death may occur and the baby may still be larger than average, so the risk of difficult delivery still exists although to a much lesser degree than formally. Stallone & Ziel (1974) published a series of 100 gestational diabetics allowed to go to full term. There was only one perinatal death, but of the 100 babies, 28 weighed more than 9 Ib (4 kg). In fact, of the 28, 3 were over Illb (5 kg) and 2 were over 121b (5.5 kg). The delivery of these babies was difficult, as illustrated by the fact that in the series there were 2 Erbs palsies, a fractured humerus and a fractured clavicle. At King's College Hospital, at the present time, the average birth weight of diabetic babies delivered between 37 and 38 completed weeks is 7 Ib (3.3 kg), a reasonable-sized baby to deliver vaginally without birth trauma. Indeed there has been no perinatal mortality from birth trauma for the past ten years. Thus in the five year period, 1971-1975 , the policy of delivery between 37 and 38 weeks was adhered to strictly and of 100 patients who were induced, 93 were delivered at this maturity. When considering induction, the maturity of the baby must be reasonably certain and this can be difficult with uncertain dates or an irregular menstrual cycle. Ultrasonic measurement of biparietal diameter in the 30-36 week period has been helpful in establishing maturity and it is to be hoped that in the future an even more accurate dating will be possible by combining biparietal diameter and body circumference measurements at about 16 weeks. The second requirement before induction can be carried out is that the fetal lungs are mature enough to avoid respiratory distress. This is ensured by not inducing a patient, regardless of apparent maturity, unless the lecithin/sphingomyelin ratio in the liquor amnii is more than 2 when tested forty-eight hours before the proposed induction.
Choice ofmethod ofdelivery
Having decided that premature delivery between 37 and 38 weeks is to be carried out, the question of how to deliver the patient arises. Planned Caesarean section has a definite place and indications that have been applied at King's College Hospital during the 1971-1975 period are shown in Table 2 . In general, where there are other complicating factors besides maternal diabetes, Caesarean section should be strongly considered as the delivery of choice, Some patients go into labour spontaneously, leaving the rest to be induced. The management of spontaneous labour is the same as that of the induced labour. The distribution of the three methods of delivery are shown in Table 3 .
Management ofdiabetic labour
The diabetic labour presents four main difficulties: premature induction; the control of maternal diabetes; the normal obstetric problems faced in labour; and the occurrence of fetal Table2. Indications for plannedCaesarean sectionat King's College Hospital(1971 -1975 King's CollegeHospital(197/-1975) distress. The management of labour with a view to overcoming these problems is shown in Figure I . The mode of delivery is shown in Table 4 . It will be noted that the overall Caesarean section rate is close to 50% and this figure remains the same in primigravidae (Table 5) , indicating that this overall figure is not entirely due to the high incidence of repeat Caesarean sections seen in multigravidae. The indications for Caesarean section in labour following either induction or spontaneous onset are shown in Table 6 . Failure of progress is, in part, the result ofa general application of the rule that diabetic patients should not be allowed to labour for more than twelve hours. This has recently been relaxed with improved control of diabetes during labour using the intravenous insulin and in future, diabetic labour will be allowed to go on beyond the twelve hours providing that delivery can be expected within a reasonable time thereafter.
iNDUCTION ----==-============--Rupture of membranes Fetal distress is the main indication for Caesarean section in labour and is also common in those who come to vaginal delivery (Figure 2) ; the overall incidence of fetal distress in labour is 25%. An analysis of the fetal distress in labour indicates that it is much more common in primigravidae than in multigravidae (Table 7) , and that it is more common in the established' diabetic with complications than in the other two groups (Table 8 ). The most striking difference observed in the 1971-1975 series, however, is the difference in those patients given insulin by subcutaneous injection during labour and those treated by intravenous injection of insulin using the pump (Table 9 ). This would seem to indicate that the incidence offetal distress in diabetic labour is reduced by managing labour with an insulin pump to control diabetes rather than by the conventional method ofsubcutaneous insulin administration. Although this was not a prospective study and the two groups are consecutive rather than concurrent, they are otherwise identical both in the numbers of primigravidae in each series and in the distribution of complicated and other types of diabetes. Furthermore, the management of both, apart from the administration of insulin, was identical. No attempt has yet been made to correlate actual blood glucose levels with the occurrence of fetal distress so that hyperglycaemia per se is not necessarily responsible. However, there is some experimental evidence put forward by Shelley et a/. (1975) that hyperglycaemia in the anoxic sheep fetus is associated with a greater rise in plasma lactate and fall in pH than in a normo-glycaemic fetus. The (1971) (1972) (1973) (1974) (1975) is shown in Table  10 . Low perinatal mortality can only be achieved by a combination of close control of the maternal diabetes in pregnancy and labour and careful monitoring of fetal well being throughout, but especially during labour where a high incidence of fetal distress is to be expected. Table 8 . Frequency offetal distress in diabetic labour at King's College Hospital (1971) (1972) (1973) (1974) (1975) Table 9 . Effect of treatment on fetal distress in diabetic labour at King's College Hospital (1971 -1975 • includes one set of twins
